Motivations for the development of adult AUC included better provider stewardship of resources, given a noted dramatic rise in Medicare expenditure for imaging tests in excess of other services (2) . The need for improved consistency in care was highlighted by payment data indicating regional overuse of imaging studies (3, 4) . It was hoped that AUC in combination with a demonstration of a pattern of adherence would provide insurance companies with a schema of reasonable utilization of echocardiography, thus decreasing the need for burdensome and lengthy insurance preauthorization processes (5, 6) .
The first AUC for adult transthoracic echocardiography (TTE) was published in 2007. Studies evaluating the applicability of the AUC showed that most TTE (87% to 89% of classifiable studies) were ordered for appropriate (A) indications (7) (8) (9) (10) . However, numerous studies were unclassifiable, given a lack of matching AUC indications (11) . Revisions were then incorporated into the 2011 AUC and allowed a marked reduction in the proportion of unclassifiable studies (12, 13) .
While pediatric cardiology services consume a much smaller portion of national health care dollars as compared to adult cardiology, there is still a need to self-regulate our practice to improve quality and optimize resource utilization. The Institute of Medicine mandates that high-quality care be safe, timely, equitable, efficient, effective, and patient centered and that re-engineering care processes is an essential Dr. Altman has reported that she has no relationships relevant to the contents of this paper to disclose. 
